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The hasic function of physiotherapy edu-
cation is to develop a competent clinician. A
student is prepared for this role by being ex-
posed to a variety of educational experiences,
of which the most influential occur during
clinical practice.
There is an urgent need for research into
defining clearly those factors which underlie
the behaviour of the oompetent clinician. Until
this has been fully done, the decision regard-
ing a student's competence to practise as a
qualified physiotherapist must rely heavily on
the acquired wisdom of the clinical educator,
whose judgment is not infallible.
In this context, this paper is an attempt to
present some ideas on the use of assessment
of a student's competence in clinical practice,
while that student is working towards achiev-
ing the right to practise. These ideas have
evolved over a number of years' experience
in clinical education. It is hoped that they
will stimulate discussion and self..appraisal
amongst members of the profession, par..
ticularly those involved in the supervision
of students in clinical practice. Those com..
mencing work as clinical teachers may also
find some practical help here.
THE PROFESSION'S RESPONSIBILITY FOR
MAINTENANCE OF CLINICAL STANDARDS
Ethically, a central task of the physiQ"
therapy profession is to ensure that clinical
standards are constantly being reviewed, im-
proved and updated, and that opportunities
for continuing education are provided. In
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these terms, the early clinical education of a
student can he seen as an important starting
point in the life..long professional habit of
self-assessment and search for professional
and personal competence," At this time stan..
dards of excellence can be most intensively
placed before the student, which, it is hoped,
will continue to influence that student's later
professional life.
This raises the issue of how the student
comes to know what is expected of him or her
at this time. It is at this point that the clinical
teacher acts as an agent of the profession to
interpret such standards to the student.
This is a difficult area in the teaching of
physiotherapy, for it is in the interpretation
of what is meant by clinical competence by
the individual teacher, that some of the day-
to-day educational problems arise. Therefore,
it is important that ideas relating to what is
meant by "clinical competence" are shared by
all members of the physiotherapy profession
across regional and national boundaries, so
as to help to increase the possibility of com..
ing to some consensus over this concept. Until
this is done, the clinical educator is par-
ticularly vulnerable to misplaced emphasis in
his or her demands on the student.
Thus the profession has the responsibility
of defining what is meant by clinical com-
petence while the clinical teacher has the
responsibility of interpreting this definition
to the student by helping to shape, through
guidance and demonstration, the student's own
efforts as he or she tackles real-life clinical
situations.
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THE CLINICAL TEACHER'S RESPONSIBILITY
In undertaking the specialized role of the
clinical teacher, a physiotherapist assumes a
fourfold responsibility: to the patient being
treated by the student; to the individual
student; to society; and to the physiotherapy
profession. He or she must ensure that the
best possible care is given to the patient and
at the same time take the responsibility to
help the student grow into the professional
physiotherapy role. The teacher, as well, must
guarantee that only competent students
qualify.
The clinical teacher has the duty to regu-
larly question his or her own standards of
what is to be regarded as competent clinical
performance in a number of situations, as
well as the standards held by the profession
as a whole. In practice, these very standards
will be reflected in those procedures used to
assess a student's level of competence during
the clinical practice period of pre-registration
education.
To do this well, the clinical teacher should
be an efficient and experienced practitioner,
8killed in interpersonal relations, who is know-
ledgeable as to what may be reasonably ex-
pected of a student at any stage along the
continuum of clinical development; and sen-
sitive enough to guide and inspire the student
towards improving personal standards of per..
formance to that acceptable to Jthe profession
and the society it serves4
It will be proposed in this paper that such
guidance could be given to students using two
interrelated methods:
1. The presentation to the student of formal
gJidelines for assessment of his or her
work, representing those essential activities
considered most important to the practice
of physiotherapy, in a variety of settings,
and with persons in different age groups
(Table A).
2. Personal help given to the student, by the
teacher who is sensitive to the strengths
and limitations of that individual.
These forms of guidance would in effect
he reflecting two important principles upon
which professional practice is based: namely
the responsibility of the physiotherapist to
maintain at all times the highest standard of
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professional competence and to recognize per..
sonal strengths and limitations in clinical
practice.
MAJOR AREAS OF CLINICAL COMPETENCE
The authors suggest that "clinical com-
petence" may be subdivided into three major
areas. These areas, although not completely
independent of each other, are, all the same,
reasonably identifiable as separate entities
thus making a student's clinical behaviour
easier to analyse. They are:
Interpersonal Competence
Factors tested here include the ability of
the student to interact positively with the
patient and his relatives, as well as being able
to communicate effectively and in a pro-
fessional manner with other members of the
medical team 4 Psychological and attitudinal
factors which are often difficult to measure,
though nonetheless important in practice, such
as personal "warmth", would be included in
this section.
Intellectual Competence
Here the student's prohlem-solving ability
is tested; that is, can the student "think
through" a clinical problem, as opposed to
actually carrying out the solution in practice.
Can the student observe and collect rele-
vant information about the patient? Can the
student analyse and interpret this information
in terms of knowledge that he or she already
has, and, if unable to do so, recognize this
personal lack of knowledge and know how to
seek further information from a variety of
sources? With this background, can the
student then plan treatment towards long- and
short-term goals?
This section tests the student's cognitive
capacity.
Technical Competence
The prime concern here is the measurement
of the quality of the student's actual per-
formance. Has the student a broad knowledge
of appropriate techniques and the ability to
apply them in a clinical setting with skill,
care, consideration and safety? Is the student
able to express human concern for the
patient'5 well-being in effective action?
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This section would focus on how a treat-
ment is actually done, rather than the think-
ing processes underlying it.
GUIDELINES FOR ASSESSMENT: THEIR DESIGN
AND USE
Obviously, these three areas of competence
are interdependent, so in designing relevant
guidelines which are practical to use, one of
the major problems is to unravel the effects of
each on the other in order to find appropriate
key behaviours for measurement. Table A
represents an attempt to do this. It is hoped
that these guidelines may be seen as being of
use as a yardstick for assessing clinical ability,
as well as a diagnostic pool to help the in-
dividual student improve his or her clinical
performance.
TABLE A
GUIDEUNES FOR CLINICAL ASSESSMENT
Interpersonal Competence
(i) Student-Patient Relations
Does the student:
a. Respect the rights of the individual.
b. Show courtesy, respect and consideration towards
the patient.
c. Have the capacity to gain a quick rapport with
the patient.
d. Adjust to different personalities, and gain the
confidence of the patient.
e. Understand the patient's emotional difficulties.
f. Demonstrate sympathy and interest in the
patient's general weHare without becoming too
emotionally involved.
g. Formulate ideas into spoken words that are suit..
able to the occasion and the individual involved.
h. Give an explanation of the role of the physio~
therapist to the patient and/or his relatives.
i. Have the capacity to eonduct an interview, gain-
ing necessary facts in a reasonable time.
j. Have a clear and audible voice.
k. Listen to the patient with intelligence and em-
pathy.
1. Stimulate and encourage the patient to give an
appropriate respDnse in interviews and/or treat~
ment.
m. Show care and tact with confidential information
about the patient.
n. Use discretion in discussion with the patient and
his relatives.
o. Consider the patient's feelings and wel1~being, if
he is the subject of a case presentation.
p. Have an acceptable manner and personal ap·
pearance.
(ii) Student - Co-worker Relationships
Does the student:
a. Understand and cooperate with co-workers for the
well-being of the patient.
b. Show ability to discuss the care of the patient in
a knowledgeable ,and reasoned way, with other
members of the medical team.
c. Use discretion in discussion about the patient.
d. Behave in a courteous and responsible manner in
the professional situation.
e. Work in an orderly and punctual manner.
f. Keep all records up to date and in the correct
place.
Intellectual Competence
(i) Theoretical Knowledge of the Condition and
Suitable Physiotherapy Procedures
Does the student:
a. Understand the diagnosis, aetiology and prognosis
of the patient being treated.
h. Understand the implications of total patient care.
c. Differentiate between nonnal and abnormal.
d. Know the indications and contraindications for
physiotherapy, and the values and limitations of
physiotherapy for this c(}ndition.
e. Have a knowledge of suitable methods of treat-
ment.
f. Read and ask pertinent questions to increase
knowledge.
(ii) Assessment of the Patient
Does the student:
a. Read the patienes history with understanding and
select relevant information.
b. Show the capability to obtain and assess sigM
nificant facts from the patient, his family and
COMworkers.
c. Collect essential details about the patient in a
short time.
d. Recognize and understand the total clinical piCM
ture that is observed.
e. Select appropriate evaluation procedures.
f. Carry out the examination systematically with
smoothness, accuracy and thoroughness, at a
reasonable rate.
g. Adjnst testing procedures according to results.
h. Realize the effect of the disability on the life of
the patient.
i. Record the pertinent features of the examination,
clearly and briefly using correct terminology and
clear handwriting.
j. Reassess the patient regularly, and record releM
vant findings.
(iii) Quality of Treatment Plan
Does the student:
a. Consider the patient's total physical, psychological
and environmental problems in this plan.
b. Consider co-existing conditions when planning
treatment.
c. Emphasize the essentials of treatment in this plan.
d.. Make the plan interesting to the patient.
e. Choose suitable techniques having regard for the
patient's age, sex, etc.
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f. Ensure that the patient will he an active, en..
thUBiastic and knowledgeable participant.
g. Know how to progress and, if necessary, modify
this plan.
h. Design the plan to encourage the patient in
carrying out independent work.
i. Show imagination and innovation in planning
treatment.
Technical Competence
(i) Application of Techniques
Does the student:
a. Check the nature of the patient's condition he£Qre
commencing treatment.
b. Ensure that the working area and equipment are
adequately prepared~
c. Ensure that the patient is suitably clad.
d. Ensure that the patient is comfortable and wen
positioned during and following treatment.
e. Effectively explain and demonstrate activities to
be used to the patient.
f. Carry out treatment techniques with knowledge,
smoothness, accuracy and thoroughness.
g.. Use accurate and gentle handling..
h. Consider safety factors in all treatments~
i. Ensure that the patient is an active, knowledge~
able participant in the treatment.
j. Place emphasis {)n the patient carrying out suit-
able work independently, and check that it is
done.
k. Work the patient to his maximum capacity in
accordance with his condition.
1. Stimulate and correct the patient sensitively.
m. Analyse results during treatment and adjust tech~
niques immediately according to the patient's
response.
n. Apply knowledge of body mechanics to treatment
procedures and own working postures.
o. Report accurately any difficulties encountered
during treatment.
p. Have the necessary technical ability to demon-
strate aspects of patient care to other team
memhers~
q. Demonstrate a concern to improve own technical
ahility through practice..
These guidelines are not exhaustive. For
praotical purposes this would be unrealistic.
However, it is proposed that the items listed
in Table A form a core of representative he-
haviours which are considered to be essential
for competence in most clinical situations: for
example, individual treatment with medical or
surgical patients; group work; case presenta..
tions..
Such a core then, forms a standard for both
the student and the teacher to follow. One
advantage of having a standard of behaviour
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embodied in a set of guidelines, is that it pro-
vides a clear and tangible starting point for
meaningful discussions between student and
teacher. For example, in preparation for
clinical practice, the student could be issued
with a copy of the guidelines and receive an
explanation of their meaning and purpose. As
the student proceeds through the weeks of a
particular clinical unit, the guidelines could
form the basis for interpretation to the student
of his or her own performance by the teacher
-the teacher and student discussing the mean-
ing of the guidelines as they relate to the
student's own clinical experiences.
The student will learn what is expected of
a physiotherapist in clinical work and attempt
to model his or her behaviour accordingly,
thereby acquiring a valid yardstick by which
to measure personal clinical performance in
later years.
For such a system to work, staff involved in
the clinical education of students should meet
regularly to discuss with each other what is
meant by the various statements as listed in
the guidelines.. In this way, consensus may be
reached as to what constitutes acceptable be..
haviour in a variety of clinical situations at
any stage of clinical development.. This can be
time-consuming hut fruitful, as it allows for
the exchange of ideas between experienced
and less experienced staff while coming to a
generally agreed upon interpretation .. This is
fair to students because variability in mark..
ing practice is more likely to he lessened. At
the same time, useful feedback can he given
regarding areas of strength and weakness in
the theory and practice of pre-clinical edu..
cation.
VVORKING PROCEDURES
The Duty of the Teacher to the Student
The clinical teacher has an ethical respon-
sibility to ensure that only competent students
should qualify. The pressures of the individual
student's needs on the one hand, and society's
need for only competent clinicians to become
qualified on the other, present a conflict to the
clinical teacher which must be resolved if hoth
parties are to be served effectively..
In order to help the student discriminate
individual strengths and limitations, a mark-
ing scale (Table B) is helpful when used in
conjunction with the guidelines (Table A) .
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TABLE B
MARKING SCALE l
7. All of the criteria2 to a high degree.
6. Most of the criteria to a high degree.
Remainder to an acceptable degree.
5. Some of the criteria to a high degree.
Remainder to an acceptable degree.
4. Some of the criteria to a high degree, but is in-
consistent in performance.
Remainder to an acceptable degree.
S. All the criteria to an acceptable degree.
2. Some of the criteria to an acceptable degree only.
Weaknesses should be eliminated with experience
and help.
1. Few of the criteria to an acceptable degree.
Weaknesses are unlikely to be eliminated with
experience and help.
IThis is a seven-point scale, in which the minimum level of
acceptance is Level 3.
2Criteria = behaviours listed in Table A.
For practical purposes, student performance
in each major area of competence-Interper-
sonal, Intellectual and Technical-could he
recorded on a folding card (Diagram 1).
On the reverse side of this folding card,
space is available for noting the particular
strengths and weaknesses of the student in
each unit, and for recording comments on
particular incidents showing good or poor
judgment, if they have occurred.
This card then becomes a permanent record
of the clinical performance of each student.
When the student completes a particular
clinical unit (e.g. Outpatients), an assessment
of his or her overall performance using Tables
A and B is recorded on this card, together
with the length of time spent in that unit~
with appropriate dates.
As these details are recorded in sequence,
patterns of performance in all areas of com..
petence thereby will be charted, and over a
period of months it is easy for hoth the
student and the teacher to visualize the levels
of attainment achieved, and the problem areas
remaining. Such records can then be used to
help counsel students individually.
For these records to be of most use, it
becomes the responsihility of the teacher to
learn as much as possible about a student's
aotual performance and attitude, not only to
help that student maximally, but also to allow
a fair and adequate judgment to he made of
the student's efforts. Only by seeing a student
over a reasonably continuous period of time,
can accuracy be achieved and the student's
right to a fair assessment upheld. Here too, is
a way of ensuring adequate patient care.
Likewise, teachers need to appreciate the
changing patterns of competence which should
emerge in the student as time passes. There-
DIAGRAM 1
STUDENT CLINICAL CARD
Narne : ----__~ -- _
Address : Photo
Tel. : ~_~ _
Unit
Weeks
Date
OP. Orth. Rehab.
Marking Scale
7---- ---
6 . _
5 _
4 - -- ---_
3 - _
2 .
l ~ _
A. Interpersonal
(i) .. ---------------- -------------- -- _
(ii) --------------.-- ---.----.------ - . -_- . _
B. Intellectual
(i) .___________________ --------------- ._- ---- _
(ii) _
(iii) ---- --~ . _-- -__._____ _ _
c. Technical
(i) - -- . . . . ..
Signature:
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fore, in applying the marking scale, care
must be taken to ensure that the clinical de-
mands being placed on the student at any
stage during his or her clinical development
is appropriate for that leveL For this reason,
new teachers should be given the opportunity
to work with experienced specialists in clini-
cal education, in order to learn this skill.
The Responsibility of the Teacher to Society
The teacher does society and the profession
a disservice if students who are not competent
are allowed to qualify. How then, can the
teacher use the methods of assessment as out-
lined in this paper to help in such decision-
making?
The problem of how the three major areas
of competence should he weighted in relation
to each other is open to debate although the
authors would suggest that a minimum level
of competence in all three areas is necessary
for a student finally to qualify. A student
rated below Level 3 in any of these areas
should not be passed.
A further problem arises if one considers
weighting the sub-sections within the three
major areas of competence. How does the
evaluator arrive at a final score for each
major area when collating the results from
each sub-section? As a general rule, the same
principle of a minimum level of acceptability
should hold for each sub-section in order to
allow for an overall acceptable mark in each
major area.
For the above reasons, it is not proposed
that there should he an overall score at the
end of each unit of clinical practice. This has
been tried by the authors, but is not satis-
factory in that it does not necessarily indicate
the required balance between the three areas
of competence, or discriminate individual
strengths and weaknesses so clearly. By using
the system of marking each sub-section from
one clinical period to the next, such COlD...
parisons can he made, which allows specific
remedial action to be taken when necessary.
For example, a student failing in Section A
of the guidelines, can be given counselling;
whereas a student failing in Section B and/or
C, when in a particular unit, could he given
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the chance to return later in the course to
work again with patients having problems
similar to those the student did not originally
manage satisfactorily.
When reaching the decision whether a
student should finally qualify, averaging the
results over the total period of clinical prac-
tice is thought to be unsatisfactory because of:
(a) the rising baseline level in the standard
of performance, which should occur as the
student develops over this prolonged period;
and (h) the difference in what is expected of
the student for the various clinical units
because of the nature of the problems met
in those circumstances, that is, units have
different degrees of difficulty, for example,
neurology and post-natal classes. The sequence
of experiences inevitably will vary for each
student because of logistics. It is obvious then,
that a pass in an early unit cannot be offset
against a failure later OD, when more is being
expected of the student..
One major problem that must be faced by
all who have the responsibility of ensuring
that only competent students qualify, arises
from the fact that the chances of any student
failing on all the sub..sections listed in Table
A, is very low indeed. This adds to the dif-
ficulty when the decision has to be made
whether a borderline student should qualify
or not.
As the student approaches the end of the
course, a sensible question to ask in these
circumstances is, "On the evidence, will this
student make a competent junior staff on the
day he or she qualifies, in the major clinical
areas where the physiotherapist usually prac..
tises?" If assessment procedures have been
applied fairly, and the answer is "no", the
clinical teacher acts unethically towards so-
ciety if the student is then allowed to qualify.
CONCLUSION
Society places a heavy responsibility on the
clinical teacher to assess others fairly. For this
reason, it is even Inore important that the
clinical teacher constantly reassesses his or
her own clinical performance and in so do-
ing, personally strives towards excellence of
patient care.
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To understand the problems being faced
by the student undertaking clinical practice,
clinical teachers, ideally, should be directly
involved in patient care and he prepared to be
living examples to students, acting as models
of what is good professional behaviour. Their
personal warmth towards their patients, and
demonstration of practical ability coupled
with caring concern, will be appreciated by
students. Even more, the clinical teacher's
willingness to recognize his or her own pro-
fessional and personal limitations, while at
the same time trying to improve them, must
be demonstrated.
However, it should not be forgotten that
students also learn to care through the caring
concern extended to them by their teachers.
The assessment of a student's clinical com..
petence challenges the clinical teacher to
"live" this principle.
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